erythromycin-susceptible, tetracycline-and ciprofloxacinresistant C. coli strain; however, 9 different pulsovars were involved ( Figure 2 ). Microbiology laboratories at Centre Hospitalier de l'Université de Montréal documented 9 of the 10 outbreak cases, but did not isolate erythromycinsusceptible, tetracycline-and ciprofloxacin-resistant C. coli from December 2011 through November 2012.
Compared with the 30 nonoutbreak case-patients for whom suceptibility results were available, the 10 outbreak case-patients were more likely to be male (p = 0.010), to be 20-59 years of age (p = 0.010), to be men who have sex with men (MSM) (p = 0.0001), to be HIV positive (p = 0.001), and to have had sexual relations within 2 weeks of the beginning of gastrointestinal symptoms (p = 0.017) ( Table 1) . Of the 8 HIV-positive patients, the CD4 cell count was 210 ×10 /L for the 6 other patients, and the HIV viral load was 68 copies/ mL for 1 patient and <40 copies/mL for the 5 other patients for whom these data were known.
Seven men (70%), all MSM, lived in surrounding neighborhoods of Montreal's so-called Gay Village. The antimicrobial drug treatment regimen was known for 1 outbreak case-patient who received oral azithromycin. In the previous 15 years, 1 HIV-positive man (who also had sex with men) and had C. coli pulsovar 1 and S. flexneri in fecal specimens, exhibited 7 other sexually transmitted diseases. Among the 10 outbreak case-patients, 2 HIVpositive MSM were simultaneously infected with an S. flexneri isolate, and 1 of these 2 patients experienced C. coli septicemia.
The following data were reported for 10 outbreak C. coli and 30 nonoutbreak C. coli case-patients, respectively: diarrhea, 100% (6/6) and 88% (23/26); abdominal cramps, 60% (3/5) and 83% (19/23); blood in stool specimen, 20% (1/5) and 30% (6/20); fever, 60% (3/5) and 61% (14/23); and hospitalization, 17% (1/6) and 19% (5/26) (p>0.05 for all data). Exposures to potential sources of infection did not differ between outbreak and nonoutbreak casepatients. All patients reported having consumed meat, dairy products, tap water or commercially bottled only, and no nonchlorinated water. Exposures to animals, farms, and other persons with known cases of diarrhea were rarely reported. Travel history outside of the island of Montreal in the 2 weeks before symptom onset was documented in none (0/6) of C. coli pulsovar 1 case-patients and in 48% (12/25) of other C. coli case-patients (p = 0.059); all 12 had traveled outside Canada.
The 10 outbreak isolates were susceptible to erythromycin, azithromycin, ampicillin, gentamicin, imipenem, clindamycin, chloramphenicol, and tigecycline and were β-lactamase negative. All 10 were resistant to ciprofloxacin, nalidixic acid, tetracycline, and cefotaxime (Table 2 ). 
Conclusions
Epidemiologic and molecular data confirmed a cluster of erythromycin-susceptible, tetracycline-and ciprofloxacin-resistant, C. coli pulsovar 1 infections in MSM in Montreal, Quebec, Canada, during September 2010-November 2011. The epidemiologic data reported in Table 1 , the 14-month outbreak duration, the simultaneous S. flexneri infection in 2 HIV-positive MSM, and the absence of any reported common food exposure suggest a sexually transmitted enteric infection. A cluster of erythromycin-and ciprofloxacin-resistant, tetracyclinesusceptible C. jejuni subsp. jejuni infections from 1999 through 2001 (13) and 7 clusters of Shigella spp. infections from 1999 through 2011 (14,15; unpub. data), which were sexually transmitted, have been documented in MSM in Montreal and surrounding neighborhoods. Among MSM, Shigella spp. infection is, in most cases, sexually transmitted (15) .
C. coli infection clusters are infrequently reported (4, 5) . Campylobacter should be identified to species level by phenotypic and, if needed, by molecular characterization. Association of cluster cases with the correct Campylobacter species is the first step of suspecting an outbreak and can lead to improved outbreak detection. Antimicrobial drug susceptibility testing, at least to erythromycin and ciprofloxacin, is recommended for every isolate (10) . The erythromycin, ciprofloxacin, and tetracycline susceptibilities were epidemiologic markers in the Campylobacter spp. clusters documented in Montreal (present study; 13). Nine different pulsovars were documented in 9 nonoutbreak case-patients, indicating a high heterogeneity of C. coli.
If necessary, the first-choice antimicrobial drug treatment for patients infected with C. coli pulsovar 1 would be a macrolide as it is for C. jejuni and C. coli enteric infections because of increasing fluoroquinolone resistance in these bacteria (1-3). HIV-positive or AIDS patients may have a higher incidence of Campylobacter infections with more septicemia and more complicated outcome than healthy patients have (1,2). MSM should be counseled on methods to avoid or reduce the risk of sexual transmission of enteric infections such as those caused by Campylobacter or Shigella (13) . (10) , National Antimicrobial Resistance Monitoring System Campylobacter breakpoints for azithromycin and clindamycin (11), no breakpoints available for tigecycline and CLSI Enterobacteriaceae breakpoints for the 6 other antimicrobial agents (12) . ‡-lactamase susceptibility was determined as described (9) .
